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CARING FOR UNDERNOURISHED
PATIENTS IN AN ORTHOPAEDIC
SETTING
Atika Khalaf, Vanja Berggren and Albert Westergren
Key words: ethics; experiences; nursing; nutrition; orthopaedic patients; 
undernourishment
This study elucidates the nursing of undernourished patients as experienced by eight
registered clinical nurses and five nursing assistants by using content analysis. The par-
ticipants’ narratives describe the inner perspective of caring for undernourished
patients, known in Sweden as ‘the thin ones’. Categories identified were: frustration in
nursing, joy in nursing and that undernourishment is taboo. The taboo was narrated as
feelings of guilt and shame. Frustration in nursing could be seen as feeling stressed,
exposed, lonely, powerless, helpless, and being torn between demands and needs. Joy
in nursing was experienced when creating a trusting relationship, promoting pleasure
in the meal situation and working with respect for each individual’s life-style and con-
text of life. Understanding staff members’ views is important when implementing
guidelines as well as in the teaching situation in order to identify where staff stand
with regard to knowledge and attitudes.
Background
Undernourishment is a widespread problem in Swedish hospital care, affecting
about 30% of patients.1 There is presently ample knowledge of how undernourish-
ment can be prevented and treated. However, little is known about staff attitudes
to nursing undernourished patients.
The negative consequences of undernourishment caused the Council of Europe to
adopt a resolution in 2003 with recommendations to Member States about nutritional
management in hospitals.2 This resolution means that all patients admitted to hospi-
tal should be screened for undernourishment, and that those with at-risk signs or
manifest undernourishment should be further assessed. For optimum implementation
of this type of recommendation, it would be valuable to know what staff attitudes are
about caring for undernourished patients.2
The causes of undernourishment are complex and it is sometimes found that they
are related to both individual and organizational factors.3,4 Results from a European
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study5 showed multiple and complex reasons for undernourishment. These included
a lack of clearly defined responsibilities, an absence or lack of sufficient education,
inadequate knowledge about patients, lack of co-operation between different staff
groups, and lack of involvement by hospital management personnel.5 In a Swedish
study2 the target group for administering a questionnaire included doctors, nurses
and dieticians. Attitudes to and procedures for nutritional treatment in hospital care
were studied in relation to the Council of Europe recommendations. Eighty-eight
percent of the respondents said screening of nutritional status should be made on
admission to hospital. Only 22% said that such screening was actually carried out
on admission. The survey showed that Swedish hospital care does not follow the
Council of Europe recommendations for nutritional treatment.2
Among elderly patients undergoing acute hospital care, those in orthopaedic wards
have been shown to have the highest prevalence of undernourishment.6 In Sweden,
falls are the most common cause for hospital care and are dominant among elderly
people.7 Patients with hip fractures are most often elderly and frail.8 On admission to
hospital, 56% of the patients with hip fractures were in the at-risk zone for under-
nourishment and this figure rose to 68% after 2–3 weeks.8 There is a lack of inter-
view-based studies in orthopaedic settings focusing on nurses’ experience of caring
for undernourished patients. A deeper understanding of staff attitudes and experi-
ences is important for the implementation of nutritional guidelines. It is also import -
ant for the identification of facilitating and hindering factors in nutritional care.
Aim
The purpose of this study was to explore nurses’ and nursing assistants’ experience
of and ethical reflections on nutritional care for undernourished patients.
Method
In order to gather the respondents’ experiences an inductive qualitative approach
with an interview-based procedure was chosen,9 followed by content analysis.10
Context
At a hospital in southern Sweden having four orthopaedic wards, the ward used for
this study specialized in caring for patients with leg and arm fractures. In 2006, a
total of 809 admissions were registered on this ward, where approximately three
nurses and six nursing assistants work during the day shift. The number of inpa-
tients per day varies, but there are 22 beds and two spare beds in each ward. There
are no local guidelines on how to handle nutrition on these wards.
Sample
A purposive sample11 of respondents was selected in collaboration with a nurse spe-
cialized in nutrition. The sample consisted of registered clinical nurses (n  8) and
nursing assistants (n  5) (Table 1).
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Human participant protection
The study was approved by the orthopaedic ward’s manager (January 2007) and by
the ethics council of Kristianstad University (ER2006–56). The nurse with special
expertise in nutrition selected and informed potential respondents about the study,
both orally and in writing. All were contacted and given further information before
finally consenting to participate. They received information about confidentiality and
the possibility of withdrawing from the study, and that the interviews would be
tape-recorded, encoded and kept separate from the identifying list.
Data collection
The study commenced with a pilot stage of three interviews. These were carried out
in order to examine and develop the thematic areas that were to be the focus for the
interviews.11 The pilot interviews were followed by seven semistructured interviews,
and three more interviews were undertaken in order to validate that no further vari-
ation or additional content came to light. All interviews took place in a quiet room
on the ward; they were recorded and transcribed verbatim. All 13 interviews were
included in the analysis and were the basis of the results.
Analysis
Latent content analysis was chosen in order to clarify deeper or latent meanings in
the text.10 Both manifest and latent content analysis include an interpretation of the
text material, although they vary with regard to interpretation depth and abstraction
level.12
The texts were first read several times by all three authors in order to gain an over-
all understanding of the data. On the basis of this first naive reading, distinguishing
Table 1 Respondents’ demographic characteristics (n  13)
Characteristic No.
Sex
Female 12
Male 1
Age (years)
22–31 5
32–41 5
42 3
Profession
Registered clinical nurse 8
Nursing assistant 5
Total job experience (years)
0–10 8
11–20 3
21 2
Job experience in current department (years)
0.5–5 11
6 2
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patterns emerged from the texts. These preliminary thoughts and reflections on the
text content constituted the first results and were recorded in the margins and used
throughout the remaining stages of the analysis. Step by step, the material was dis-
cussed and analysed, keeping the aim of the study in mind. ‘Meaning units’ were
then identified and those with similar content were organized into specific areas,
again keeping the study aim in focus. The meaning units were checked and analysed
critically on the basis of their manifest and latent content. Comparisons were made
with respect to similarities and differences to obtain a deeper understanding of the
underlying text for the latent content analysis. The meaning units were condensed;
that is, the sentences were shortened while preserving the core.10 Subcategories were
created to enable sorting of the analysed material. In the last stage, the subcategories
were linked together into three main categories that expressed the latent content. After
each reading, the three researchers came together and compared their individual
analyses.13
Results
The respondents’ narratives were very extensive, and several patterns of their experi -
ences of undernourishment and ethics in orthopaedic care in Sweden were iden tified.
These experiences fell into three main categories: to be frustrated in nursing; to experi -
ence joy in nursing; and that undernourishment is taboo. Internal variations were
identified as subcategories (Table 2).
In the narratives, an undernourished patient was generally portrayed as ‘the thin
one’, for example: ‘low-fat endowed, thin, undernourished’, ‘a very thin lady’, ‘dehy-
drated thin and eats poorly’, and ‘they are like small baby birds’. Three different
kinds of patients were described in the narratives with regard to prognosis and treat-
ment: healthy younger patients; previously healthy older patients with or without a
DNR (do not resuscitate) order; and patients receiving palliative care. A decision for
DNR is taken in consultation with the patient and/or relatives. The respondents often
reflected on their actions and decisions in relation to how they would like to be
treated themselves in similar situations. In all the narratives, it emerged that it is not
easy to weigh patients on arrival in the ward because of mobility limitations related
to the fractures.
8 A Khalaf et al.
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Table 2 Nursing staff’s experiences of care for undernourished patients on an
orthopaedic ward
Category Subcategory
To be frustrated in nursing Organization-related stress
To be exposed and lonely
Experience of powerlessness and helplessness
Experience of being torn between demands and needs
To experience joy in nursing Create a trustful relationship
Promote pleasure in the meal situation
Respect for each individual’s life-style and context of life
Undernourishment is taboo Experience of guilt
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To be frustrated in nursing
Many of the narratives described work situations in which frustration was experi-
enced. This was expressed differently, depending on whether problems where related
to the organization, co-operation with other staff, or the patient. Shortcomings in the
organization were associated with the experience of stress. Poor co-operation was
portrayed as experiencing being helpless and powerless. Similar experiences of power -
lessness or helplessness were also described in relation to patients. Ethical conflict in
nursing caused feelings of being unable to make decisions.
Organization-related stress
A central issue in all narratives was the experience of stress. This was associated with
organizational factors. A well-functioning organization was experienced as facilitat-
ing care for patients’ nutrition. It seemed to be easier to accept and to explain respon-
sibility when the staff could relate their actions to clear guidelines that were followed
by all staff. When there were no guidelines for responsibility, certain basic nursing
aspects could fail. The result was described as inefficiency when some of the staff
worked in their own ways and did not follow guidelines.
Perhaps you overlook that this patient needs some additional monitoring during meal-
times … you expect that the patient will eat alone and it turns out later that the patient
hadn’t eaten anything, and then [pause] you take away the tray and go on without ask-
ing why she had not eaten.
Some respondents thought that much is done on an organizational level regard-
ing nutrition for ‘thin’ patients, and that it is the staff’s responsibility and obligation
to keep their knowledge updated regarding nutrition.
It emerged in the narratives that there was often a focus mainly on the ‘broken
bone’ or the urgent trauma, and that nutrition was forgotten before the operation,
while pain and mobilization were the focus after surgery.
The broken leg was primarily the focus, and then the nutrition aspects could perhaps
be forgotten … they will be up on their feet the day after in order to be mobilized, so
that they can be discharged within a week and then perhaps one does not get so far
with nutrition.
Waiting for surgery did not make patients’ nutritional status any better, particu-
larly when they already had a poor starting point nutritionally. Several respondents
described how patients could wait and fast with only an incomplete intravenous
infusion for up to three or four days while waiting for surgery.
There was often a need for nutritional follow up when patients went home but
links to organizations to implement this were lacking. The poor follow up of under-
nourished patients’ nutrition after discharge home was often experienced as a worry
for the respondents, but not an obstacle to good nursing on the ward. At the same
time, some said that the organization lacked competent assistance from a dietician.
When patients are thin and undernourished, we give them lots of energy food here, and
then they go home and we know that it goes back to the same with nutrition … I wish
Caring for undernourished patients   9
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that it would be easier, that one could do follow ups on thin patients after they go home,
because I know that I cannot really keep in touch.
Most participants experienced that the short hospital stay hampered optimal
nutritional nursing (‘I can never expect to get the patients well nourished during the
short time they are here’) so the stress and the lack of time related to understaffing
was regarded as the main reason why they felt frustrated and lacking in their care.
If there is overcrowding, one has no time, feels stressed, and then has to give priority
to things. But if I do not have time to do something, I must ensure that it gets done …
but the stress may not interfere as much as the lack of responsibility.
Other respondents expressed that on certain days several patients may need help
with feeding, which caused them to feel stressed.
To be exposed and lonely
Experiences of loneliness were common in relation to inadequate co-operation or
because it was difficult to change old habits. Most respondents felt that nurses were
mainly responsible for the care of orthopaedic patients’ nutritional needs. They
described a feeling of loneliness and abandonment due to the lack of support from
other colleagues.
By accepting help from others in the ward, you avoid this feeling of despondency of ‘I
just do not have the energy’ because you must of course help each other.
Some lacked help from colleagues from other professions.
Aggravating factors for nursing have to do with the routines we have and how it works
between me and other professionals, mainly doctors and nursing assistants.
Other participants indicated that most colleagues had an understanding of each
other’s duties.
The respondents said that they sometimes made proposals on how patients’ nutri-
tional status could be improved but, for various reasons, they were not met with
enthusiasm.
The nursing assistants tried to order chocolate pudding and ice-cream … but when they
came back for the next shift, the pudding and the ice-cream were finished and it was
perhaps not only the patients who had eaten them.
Experience of powerlessness and helplessness
Powerlessness and helplessness were described in relation to the patients. All the
respondents shared the experience that most patients on the orthopaedic ward were
older and that they did not recover completely after surgery. It also emerged that
age and incomplete recovery, and the patients’ other medical conditions and social
situation before arrival at the hospital, contributed to the development of undernour-
ishment.
10 A Khalaf et al.
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A crucial factor in the narratives was that the patients’ own wishes should be the
starting point for all nutritional intervention. At the same time, a feeling of helpless-
ness arose when patients’ wishes contradicted the staff’s desire to help them through
their illness towards recovery.
If a patient does not want to eat, you have to respect that. It is the patients who make
a choice; you cannot force the patients to do something they do not want to do. It is
ethical for me to accept what the patient wants.
Nursing care became complicated when a patient did not want to collaborate. The
staff could however coax patients instead of forcing them to eat.
You can never force patients to do something, but you can coax them and try to per-
suade them, and come up with some good reasons why they should eat.
Patients who could communicate more easily and were physically active were
more manageable. However, patients with DNR orders, and those who were con-
fused or had dementia, were three groups whose nutrition caused difficult ethical
dilemmas because the staff believed that patients have the right to make their own
decisions.
DNR to me means that one does not do anything; no measures are taken in case of car-
diac arrest. It is not palliative care, but it is of course important that they get nourish-
ment, but if they do not want to eat then I cannot force them.
Experience of being torn between demands and needs
Linked to loneliness and powerlessness was the difficulty encountered when conflict
arose between the staff’s wish to fulfil their nursing duty to meet patients’ need for
good nutritional status and the desire to let patients decide.
Most often, the patient agrees to eat something anyway. I have never experienced that
someone has totally refused food without being really sick, but certainly, sometimes it
feels like one forces it on them [pause] even though they actually do not want to eat.
Many respondents considered patients’ wishes to be the starting point for all nurs-
ing work regarding nutrition.
Ethical problems in nursing caused a feeling of being torn between implicit or
explicit demands expressed by different people.
A thin woman is weak and so it is easier to listen to stronger relatives. But even
though you have to bear in mind that it is up to the individual lying there, and that
she still has her own thoughts, feelings and desires, you actually need to go back to
yourself and think: ‘How would I like to be treated?’ You should listen to the patient,
that’s what you want of course. Even though one becomes old and frail, one still has
a lot inside that is important and worthy. But this is of course very difficult. When
you work in health care, you want to care for and help others. That can be done in
many different ways. It may be that it would be best to care for her inner needs, what
is best for her.
Caring for undernourished patients   11
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The difficult situation mentioned above often led to delayed decisions because not
all decisions could be made by the lead nurse; it had to be discussed with colleagues
from other professions first.
We have had a patient who needed tube feeding, but it took three weeks before he got
it. I still believe that it is not the nurses and nursing assistants on the ward who can
and should prescribe tube feeding and parenteral nutrition.
To experience joy in nursing
In the narratives it emerged that nursing care was often carried out with joy when
the staff felt less stressed and had the possibility to create a trustful relationship with
patients, promote pleasure in the meal situation and work with respect for each one’s
life and situation.
Create a trustful relationship
The narratives contained rich descriptions that trust in the staff created a safer envir -
onment for patients. All respondents had an understanding of patients’ situation
when they were not motivated to eat. This situation could therefore be helped when
someone else assisted them when it was difficult with a particular member of staff.
It also emerged that if patients trusted the staff’s knowledge, then nurses could be
given the authority to influence patients’ situation.
You have great power to influence. They do what we tell them to do … in a positive
way, so these small ladies who have never eaten, eat like they never did before …
because they know that we know what we are doing.
A few respondents experienced that it was easier to reach certain patients if staff
were determined and reliable, while others thought that nursing became easier when
the ‘chemistry’ worked between patients and staff. The respondents described that
they could not build a relationship with all patients. Patients noticed if nurses only
did their job or if they did it with joy and passion.
Patients cannot trust those who are unable to create an environment that makes patients
feel at ease. They know that you care, that you are not just doing your job.
Promote pleasure in the meal situation
Despite the lack of time and the experience of stress, many respondents stated that
it is very important to create a pleasant meal situation that stimulates the ‘thin’
patients to eat and thus achieve good nutritional status.
I think it is important that you take it easy when you eat and that you give yourself
time and sit down with the patient and talk a little and make the meal a pleasant experi -
ence, and that you do not only focus on the need for the patient to eat a certain amount
so that it almost becomes a demand on the patient. Instead, you try to create a pleas-
ant atmosphere and get the patient to eat as much food as possible.
12 A Khalaf et al.
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Several respondents emphasized the importance of aesthetic values in a meal to
make it easier and more pleasant for patients to eat.
When you come in with a tray, it needs to look good, because ‘you eat with the eyes’
too. You lay the table nicely and you don’t just throw the cutlery down, but you place
them neatly on the napkin.
One statement also contained reflections on older patients’ loneliness at home and
whether that could diminish their appetite.
I think that old people are very lonely. They sit alone and only eat in order to eat. I do
not think this is much fun, because they should eat in order to enjoy the food.
Several respondents experienced that there were cultural differences concerning
food that would be important to consider, for instance ordering special food for those
who are vegetarians.
Other factors were to ensure that patients are free of pain before mealtimes and
were sitting comfortably at the table.
Respect for each individual’s life-style and context of life
It emerged from the narratives that a sign of respect for an individual’s needs was
to see the people in the present situation in their lives. Comments to the effect that
‘life takes its toll’ (in Swedish: ‘Åldern tar ut sin rätt’) and ‘many older patients had
perhaps eaten poorly all their life’ were used in order to reflect on an individual
patient’s present life. The respondents commented on the large portions that were
offered to patients. They also believed that patients became stressed over the docu-
mentation of fluid and food intake.
We work with our fluid charts and patients get stressed by the fact that each little milli -
litre they drink is documented. I believe that they get stressed over this and feel pres-
sure to eat.
The combination of loneliness and attitude to food, as well as age, could be con-
tributing factors to undernourishment.
The mere fact that they are older perhaps means that they become undernourished.
When they are at home, they do not have the energy to stand and prepare food, do not
have the energy to go out shopping for the same reason, and do not think of their meal-
times in the same way either … and then I believe it has a lot to do with their attitude;
they are old, so they think they can eat what they want.
Undernourishment is taboo
The respondents said that undernourishment did not develop or occur on the ward.
Such statements indicated that patients were often undernourished or at risk of
undernourishment before they were admitted. Experiences of guilt and feelings of
self-accusation were expressed, often leading to a denial of the existence of an
Caring for undernourished patients   13
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undernourishment problem, or at least a projection of the problem to other settings.
These denials stem from ethical tension between patients’ needs and demands to
keep patients well nourished.
Experiences of guilt
The narratives indicated that the occurrence of undernourishment on the ward was
seen as shameful, and that the staff could be blamed for it.
Nobody wants to talk about it. It is only when there are very clear cases, such as when
an extremely thin patient is admitted … but it is probably only obvious cases that get
noticed.
A few respondents saw patients’ age and disease as reasons why they became
undernourished on the ward or emphasized that undernourishment on the ward was
a rare problem.
Most patients eat what they should. It is not common that they are undernourished,
and most often they are undernourished already when they are admitted.
Various experiences of guilt and accusation were made in care situations when
different requirements and needs stood against each other.
Then I feel guilty (pause) for having contributed to continued malnutrition, and it 
does not really feel ethically correct for me, but it is not ethically correct to force feed
either.
The respondents meant that undernourishment did not develop during a patient’s
stay in the hospital. Instead, the worst that could happen was that the patient could
end up in a vicious circle.
They do not stay here long enough to enable us to notice a fatal weight loss, at least
regarding their appearance, as we do not weigh them, but they can of course end up
in a vicious circle here.
Another ethical problem that worsened the staff’s guilt feelings was that they were
in between patients’ wishes and relatives’ expectations.
The relatives see that they languish more and more. It is difficult to explain, but we can-
not force feed them.
There were strong moral viewpoints in relation to the development of undernour-
ishment on the ward.
I think that if a patient has been admitted and has not been undernourished, but
becomes undernourished on an orthopaedic ward, I think that is scandalous.
I think that people should never have to starve to death, I think it is most unethical …
it sounds absolutely terrible that people become undernourished in hospital.
14 A Khalaf et al.
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Discussion
When the respondents defined or put into words what undernourishment meant,
they often used the expression ‘the thin ones’. However, it is important to be aware
that thin people may also be well nourished, for example, if they have had a thin
or low-fat body composition for their entire lives. Even a person who is overweight
can be undernourished.
The different values of nutrition
The nursing staff lacked security in their work with patients’ nutrition, which in turn
had lower priority than other nursing tasks because the staff knew that their initia-
tives were not followed up by someone with specialist nutrition skills. In the main
category ‘to feel frustrated in nursing’, it was obvious that the respondents experi-
enced stress and feelings of loneliness and powerlessness in their daily work, result-
ing in feelings of frustration. In the subcategory ‘organization-related stress’,
respondents expressed feelings of helplessness and abandonment when there were
no links to an organization for further follow up of patients’ nutritional status after
discharge from hospital. Johansson et al.2 emphasized the importance of collabo ration
between different professionals to combine medical, nursing and nutritional issues
and make them an operational entity. Follow up should ideally be carried out by a
dietician attached to the orthopaedic ward or the municipality, but no such contacts
were made during the study.
Besides food intake, the ambience of a meal is also important. Studies14,15 have
shown that nutrition is an important part of both nursing and medical treatment,
and they stress the importance of observing the eating process. In Furåker’s study16
staff spent less than half of their work time in direct contact with patients and
organi zational factors influenced this time. Other studies17–21 have shown that edu-
cation is the most important factor that can motivate staff to introduce new proce-
dures caring for undernourished patients and make it easier to detect those in the
at-risk zone.
Respect for the patient’s autonomy
The respondents in this study emphasized the need to respect patients’ wishes. This
perspective was prioritized over the requirement to meet patients’ need for a good
nutritional status and was described by the subcategory ‘an experience of being torn
between demands and needs’, which can apply to ethical dilemmas connected to
nutritional care. The narratives reflected the need for both a biomedical perspective
and a humanistic approach to decision making. Wulff and Götzsche22 concluded that
human nature has two sides, which must both be taken into account during the clin-
ical decision-making process. The biomedical perspective is built on a theoretical
component and empirical component. The humanistic perspective is a combination
of empirical–hermeneutic and ethical components. Several of these components were
highlighted in the present study. When respondents expressed a desire to fulfil their
nursing tasks (i.e. to ensure that patients had a good nutritional status) this reflected
the biomedical and theoretical components. A desire to respect patients’ wishes
reflects the humanistic and ethical components. According to Wulff and Götzsche,22
Caring for undernourished patients   15
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today’s western cultures are characterized by the idea that people are autonomous
individuals in that they are able to make moral choices and act in accordance with
these choices. This means that patients not only expect to receive the correct treat-
ments but also esteem, respect and loving care.
When nursing staff’s desires to provide good nursing care stand against patients’
wishes to decline the care offered, tensions arise and the staff feel they are split
between various needs and demands, as demonstrated in the results. The experience
of incongruity can be seen as a description of the staff’s feeling of being in the mid-
dle of an ethical dilemma. This is seen as an imbalance between the biomedical and
humanistic perspectives in clinical decision making, for example, between ‘no patient
is allowed to become undernourished’ and ‘the patient does not want to live any
more’. Autonomy demands that all people have an obligation to respect each other’s
decisions.23 In this study good care meant to respect patients’ wishes, even at the
cost of a deteriorating nutritional status. Thus, autonomy was prioritized before
other ethical principles.
Denying undernourishment
In this study, the respondents said indirectly that undernourishment is taboo and
causes them feelings of guilt, shame and denial. They thought that undernourish -
ment was not common among the patients on the ward. They believed that most
of the affected patients had already been either in the at-risk category for under-
nourishment before admission or became undernourished owing to old age, mor-
bidity and surgery, or a combination of these factors. Other studies have
confirmed the nurse participants’ reflections about what may cause patients to
become undernourished.8,24,25 There are, however, no studies that can directly
support a statement that the occurrence of undernourishment on a ward is taboo
and linked to feelings of guilt and shame. Further research on this matter is
important in order to understand better and to come closer to the nursing staff’s
experiences of nutritional care. If nursing staff tend to underestimate, or even
deny, the occurrence of undernourishment on their own unit, it may be difficult
to motivate them to attend training and other initiatives that aim to change exist-
ing nutritional practices.
Joy in nursing
In the main category ‘to experience joy in nursing’ it was seen that the respondents
could experience joy in many ways, such as by promoting a pleasant atmosphere
around food, creating a trustful relationship with patients and working with consid-
eration for individual patients’ present situation. A literature search of relevant sci-
entific databases yielded only one study26 that explicitly concerned nursing staff’s
experience of joy in nursing. Factors similar to those identified in the present study
could contribute to experiences of joy and satisfaction in nursing work. For ex ample,
creating a good relationship with patients engenders feelings of joy and satisfaction,26
and joy is important in creating a pleasant and aesthetically appealing mealtime
ambience.27,28 Joy in nursing is an important issue for further research in order to
stimulate nursing personnel to carry out their duties with passion and desire.
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Conclusion
On the basis of the results, various explanations can be found regarding reasons for
the development of undernourishment and for the failure to follow existing guide-
lines for screening patients’ nutritional status. Explanations such as organization-
related stress, a lack of joy in nursing, and denial of the existence of
undernourishment on the ward were revealed. Understanding insiders’ views is
imperative when implementing guidelines for care, as well as in teaching situations,
where it is important to establish rapport with staff in relation to their knowledge
and attitudes.
Standards of nursing care will benefit from acknowledging the results of this
study, which show that patients need to be seen, met, supported and respected by
the health care system on an individual level and in their own life situation. On an
organizational level, collaboration concerning nutrition among different groups of
health care staff should be prioritized.
Limitation
It should be kept in mind that this study addressed the issue under discussion on
one ward in one hospital, and that individuals will have their own levels of compe-
tence and morality.
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